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DEPARTMENT QF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR Es OME NO. 0938-0391
TATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA ; NSTRU :
AND PLAN GF CORREEAION O T o L Bt CONSTRUOTION M
(A f
} ) 445481 B. WING , : Q112512017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §IWTZ, ZIPGODE
) 100 NETHERLAND LANE
ASBURY PLACE AT lINGSPORT KINGSPORT, TN 37560
(X4} 1D SUMMARY STATEMENT Of' DEAICENCIES B PROVIDER'S FLAN OF GORREGTION s,
PREFIX (EAGH DEFICIENCY MUIST BE PRECERED RY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE Gomrg‘num
TAG RESULATORY OR LEC IDENTIFYING INFORMATION}) TAG CROEE-REFERENCED TO THE APFROPRIATE nAE
DEFICIENCY)
F 157 | 483.10(g)(14) NOTIFY OF CHANGES F 157 F157
§8=6 | (INJURY/DECLINEIROOM, ET C)

(g)(14) Notification of Changes,

representative(s) wiren there is-

physiclan ihtervention;
mental, or psychosacial status (thatis, a
KD

clinical complications);

a nead to discontinue an existing foim of

commente a new form of treatment); ar

resident from the facility ss speoified in
§483,15(c)(1)¢i).

phygician.

when there jz~

(i} A facility must immediately inform the resident,
cansuit with the resident's physician; and notify,
consistent with his or her authority, the residant

(A} An accident invelving the ragident which
resuits in injury and has the potential for tequiring

{B) A significant ¢hangs in the resident's physical,

detsricration in health, mental, or paychososial
st2tus in either life-threataning conditions or .

(G) A need to atter reatmant significantly (that is,

freatment due {0 adverse congequentes, or to

(D) A decislon to fransfer or discharge the

(ii) When making notification undar paragraph (q)
(14() of this saction, the faciiity must ensure that
&all perlinent Infarmation specified In §483.15(c)(2)
is available and provided upon request fo the

(i} The fagility must also promptly notify the
regldent and the resident representafivey if any,

{A) A change in raom or mommate assignmesnt

" All residents’ charts reviewed

What carrective action(s) will
he accomplished for those
residents found to have been
affected by the deficient
practice:

Physician notified of welght loss
of resident #114 on January 26,
2017, with no new orders at
that time. Physician visited
with resident on 2/15/17. New
nutritional interventions
ardered.

-How you will identify other
residents having the potential
to he affected by the same
deficient practice and what
rarrective action will be taken:

for weight loss that would .
trigger physician notification
under the facility policy for
significant weight loss and
. confirmation that physician was
notified. Review of weights and
notifications completed on
2-16-17.

[ABCRATORY DIRESTOR'S O PROVDERSOFF LR HEoRESE AT SIGNATURE

2-11-11
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Any daficlency statement anding with an astersk (*) denotes a deficlensy which the institution may be axoused fom comecling providing It Iz delarmined that

olbresaleguards provide sufiicient protection to the palignte, (Set Instruilone.) Except for nursing hommes, the findings ataled ahove am diseigzable B0 days
I X"!?I tha data of ausvay whether of not a glan of conecilon 1o provided. Foer nuising homes, the above findings and plans of correclion are disclasabla 14
d&y«affoltomng the date these documents are made available to the faciity. ¥ defigencies are cited, an approved plan of comagtion is requisila o continuod
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 020772017

FORM APRROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES . a1
STATEMENT OF DEFIGIENGIES 1) PROVIDERISUPPL)
ANG PLAN OF CORRECTION B AR PLIERICLA ﬁﬁ:‘;& CﬁNSTRlT(}TlON {3) DATE BLURVEY
@ 445481 B e : 011252017
NARIE OF PROVIDER OR SUPPLIER STRELT ADDRESS, GITY, 81ATE, ZPGODE « |
X . 100 NETHERLAND | ANE
ASBQRY PLACE AT KINGSPORT KINGSPORT, TN 87680
{X4) 1D ELAIARY STATEMENT OF DEFICIENCIES 1D PROVIRER'S PLAN OF CORRECTION 5}
PREFIX (EACH DEFICIENGY MUST BE PAECEDED RY FULL PREFIX (EACH GORRECTIVEACTION SHOULD BE COMPLENION
TAG REGULATORY OR L8C IOENTIEYING INFORMATION) TAG cnmgs"‘%fﬁ&{ﬁ ggr APPROPRIATE DATE
F 157 | Conlinued From page 1 F 157 What measuras will be put in
as spacified In §483.10{e}(8); or to place or what systemic
(B) A change In resident sights under Fedaral or changes will you make to
State law or regulalions az specified in paragraph ensure that the deficient
(2){10) of this saction. practice toss not recur:
() The facility must record and periodically . .
update the address (mailing and email) and Policy and pn?cedune for weight
phena number of the resident representalive(s), loss and physician notification
¥ : i \
Baged on medigal record review, ohservation, 4-14-17. We|gh'i.;wr_eport o
ag;' intervi%w. tlha ffiaﬁw fa“elft}o no;iw}he reviewed weekly by NHA or
physican of a signficant weight toss for 1 resident . .
(#114) of 3 vesidents reviewed for nuttition, of 45 designee. The DOI\! or designae
, sampclle{?l reség)ents r?lvifweﬂ. resullinginan 188 | - will notify the physician of
: pound {10.6%) weight luss In 21 days (harm) for - ight | d will
() Resident #1714, s:gm.ﬁcant w:elght oss and wi
receive and implement any
The findings included: . physician orders, RNsand LPNs
di
Medical record review reveated Resident #114 have been ed-ucat?d regarding
was admitted to the facility on 1/4/17 with physician notification of
dlagn[usea I}cluding Pneumonia, Clostridium ' significant weight loss.
difiicile, Colitis, Hypertensian, Cognitive . -
Impairment, Hyperiipidermis, and Percutanzous Docurmentation of training is
Endoscopic Gastrostomy (PES tube- tube  being maintained at the
surgically placed in the etomach to provide ' " community. :
nutrition when oral intake is not adequate). ’w U—
Madical record review of the resident's weights
revealed the following:
14/17: 176.8 pounds {ibs)
UsM7: 176.8 lbe
1IAT7 175.4 s
12317 169 lbs (17.8 [b [10%] lass in 19 days)
H25M7: 158 |bs {18.8 |b [10.6%)] loss in 21 days)
fedical record review of the Physfcians
FORM GME&-2567(02-08) Provious Versions Obeolels Event Il 11319 Faeity D: TN240 If continuation sheet Paga 2 of 16
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DEPARTMENT OF HEALTH AND HUMAN SERV;GEE

—CENTERS FOR MEDICARE & MEDICAID SERVIGES

STATEMENT OF NEFIGIENGIES (X1) PROVIDERIS(PE h.”ﬁib“t
AND FRAN OF CORRECTION IDENTIFICATION K ms‘i: 3

() ‘ L
N . A454B1 .
NAME OF PROVIDER OR SUPPLIER S
ASBURY PLAGE AT KINGSRORT

[r] SUMMARY STATEMENT OF. I:IENG]ES
1§KR‘E’FN {EACH DEFIGIENGY MUSY BE PI?EE‘I';IED’ED
TAG REGULATORY OR LEC IDENTIFVING mmnﬂtmnm

S How the curre:ttve act‘on(s) !
2335 will be monitoied to ensure
the daficient practice will not

F 157 | Confnued From pagez

Retapulation orders dated January 201 T G
revesied "...weigh resident: evety one day for o

three days starfing 1/5/17..." ‘ - pecuir; i.e. what quality
Interview with the. Ragistered. Bletiman.,(ﬂm) n - :"jassurance progeam will be put | - L)
125118 at 12:44 PM, ot the Nii ki, : o into place: . a)\La UE
revealed ... his [resment'sl weigh 23!17 was o O Lo R
159 paunds which is a sevemwélgﬁthss = - {NHA or designee wilt audit the § | S
‘Telephone interview with the: res,déma Phiyancian medical record of residents S
gn 1!%]511;% a.msil\n,mua}?l? u gt with significant weight loss to | S
ave-hea ot this weight los gl : . -
tokd me-back sarns tithe:ag0 he fiad SHime welght ; Snsure at-tendmg P i-lysm.lan has
loss but not this dcute loss..." Furiher infterviewy | -beennotified. Audits wiltbe |
cﬁntgnnesﬂ K g anﬁssue with the weights ¢omes performed weekly x 8, biwaekly
) b hey shatid call me...they did ot call me... x4. Results will be reportedto
: Rofeito F325 . - : Quality Asstrance/Performance : C
F 176 483. 10(0117) R'EQIBENT SELF—ﬂDMlNISTER F 178 _ Improvement Committee - o

85=p) DRUGS: lF DEEMED SAFE

(1) Thﬁ,ljght tq self-admmlsfefma;lccahuns if
gy, tear asd I'f

v.\,:r

- manthly,

mﬁmxzmn 135 de ﬁe 5 R
practica.is! qllninally - F176
ThI&'ﬁE{QUIﬁEME
What corrective actu:m(s) will
andr ntemew thaf il i "_ i ba accomplished for those
it a;’nl gm&%gas goegen *: residents found to have been .
-sei-adminiatration of & ngdjg ,Qn of4 resrdenm : - . '
obsenre&for I'neﬂrcauo‘n admimatn;hon R B affecfeq by the defictent e A
. practice: .'
. The: ﬂndmgs tncluded 3
M dical i ied. Resident #148 was discharged | © |.
3 Ga recnrd revawrevea Resident.#148 - )
| Was-&Qmitted o e aclity on 1A7H7 with tohome on 02/04/17.
dlagnuses including Herma Repaw and 5
 rorm cmmz-m meouemmns orssmesc Evonl ID:674801 Faciily 10: F¥a210
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

" PRINTED: 0z07017

Recapitulgtion orders dated {/{7/17 nevedled,
“...Albutero} ftype of breathing

treatment]., Nebulization...every four hours
starting 1/17/17.." Purther revisw revesled ra
order or assessment for the resident to

aslf-administer medications.

Observation of Licensed Practical Nurse {LPN)
#1 during medication adinlztration on 1/24/17 at
8:10 AM, in Residant #148's raom, revegisd the
LPN placed a breathing traatment mask around
the realdent’s mouth and left the raom), wWhile the

'| treatment continued o ba administared.

Interview with LPN #{ on 1/24/17 at 9:34 AM, at
the nurse's station, confirmed the resident had
hot been assessed for salfadminisiration of
megications prior {o self-administration.

F 2731 463.20(b)(2)(i) COMPREHENSIVE
" 88=0G] ASSESSMENT 14 PAYS AFTER ADMIT

(Y2} Wiien requirgd, Subject to the timeframes
presoribed in §413.243(b} of this chapler, a facility
must conduct a comprohensive assessment of
regident in accordance with the timeframes
sperified in paragraphs (b)(2)(1) thrsugh (ji)) of
this section. The timeframes prescribied in
§413.343(6) of this chapfer do not apply to CAHs.

(i) Withiti 14 calandar days after admigsian,
exciuding readmissiong in which there is no )
significant changs in the resident's physical or

J rental condition. (For purposes of this Bection,
“readmission® fheans & rekurp 1o the facility
following a temnporary absence for hospitalization

corrective action will be taken: '

Al residents receiving ;
medications via nebulizer have
been identified and assessed z
for the abiity to self-administer ; 5{b-11
medication, Residents deemed @ |
competent to self-administer
medications via nebulizer have j
received education on the
components of the task.
Residants will be reassessed

- guarterly or with significant
o - change in condition.

' . FORMAPPROVED
CENTERS FOR MEDICAID SERVICES : OMB:NQ. gg_gg;ggm
STATEMENT QF DEFIGIENGIES 1} PROVIDER/BUPELIERIOLIA LTIPLE SON T ‘ i |
AND PLAN OF CORRECTION w IDENTIFICATION NUMBLf: ﬁﬁnmm STRUCTIGH "3 gg},,’f,fé’w“ﬁ"
. . 445481 B. WING , = ... | oiespey
NAME OF PROVIDER GR SUPPLIER STREETADDRESS, CITY, STAIE, ZF COQE ~
100 NETHERLAND LANE,
ASBURY PLACE AT KINGSRQRT KINGSPORT, TN 37660 N
SUMMARY STATEMENT (iF DEFICIENGIES ) PROVIDER'E FLAN O GORREGTIGN
SR (EACH DEFIGIENCY MUST DE PREGEDED B puL. PREFIX | . (EFACHCOMRECTNEACTIONSHOULDBE | sowbiiwn
TAG REGULATORY OR LSC (DENTIFYING INFORMATTON) TAG cnoss.nume_ggf&ﬁ ggs'apgmpmm BAYE
F 176 | Continued From page 3 F 178 How you will identify other i
Dystipidemiz, residents having the potential
" iow of . to be affected by the same
Medical rgcord review of a Physician's deficient practice and what

i3

FORM CMS-2587(0209) Previous Verslons Obsolole EvantID: 379311

O
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DEPARTMENT OF HEALTH AND HUMAN S8ERVICES

PRINTED: 02/07/2017

FORMAPPROVED
CENTERS FOR M E & MEDICAID SERVICES OMB NO. 0B38-0391
TATEMENT OF DEFIGIENCIRS : '
e g
{~> _ 445481 B WING 011252017
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP GOOE
100 NETHERLAND LANE
ASBURY PLAICE AT KINGSPORT KINGSFORT, TN 37680
{0 D SUNRARY STAYEMENT OF DEFICIENGIFS 1D PROVIDER'S PLAN OF CORRECTION 5]
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FurL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR LSC IDENTIFYRNG INFORMATION) TAG cRuss-REFEREE‘chFI%Egﬁ T\t’t: APPROPRIATE bars
‘ FITe —
F 273 | Confinued From page 4 P23 What measures will be put in
or therapeutic leave.) i
This REQUIREMENT i not met as evidenced to place or what systemic
by: changes will you make to
u?a?;cldl Iﬁ;\ mi?dical ranorfetreview snﬁiir}tewiew. ensure that the deficient i
B failed to complate timely Minimum K
Data Set (MDS) agaessments for 2 residents Rractice does not recur: ;
(#114 and #148) of 45 sampled residents. The ' .
fagility's failure to complete the MDS Policy for seif-administration of :
asseissm?m res;ulhad in %fasirure todidengfy a nebulized madications E
Slgnificant weight logs of 18.8 pounds (10.6%) . i
a1 days (harm) for Resdentia o o) M reviewed and updated 2-16-17. |
RNs and LPNs have been Fe
The findings ncluded; educated regarding the policy © -
Medical record review revealed Resident #114 and procedure for the self-
f,.) \&vas adn'titbgd fudt_he ?cility on 114Jc1l 7 w;hit;r administration of medication.
=. 20Neses in¢luding Pneumonia, Clostridium : -
- difficile, Colltis, Hypertangion, C ogritive .lJocumenta.tlon of the training ;
Impalment, Hyperiipidemia, and Percutaneous Is being maintained st the :
Endogcopic Gastroatomy (PEG tuba- fube - community. . b
surgically placed in_the-st:_»mach to provide £
nutrition when oral intake is not adequate). . How the corrective action(s) E
Mexioal record review revealed there was not a 5 ! will be monitored to ensure
day MDS assessment {due 1/8117) or a 14 day . the deficient Hce will not
MDS assessment (due 1/16/17) avaliale In the ; © .' ent prac . '
| medical record. L recur; i.e. what quality ,
' . assurance program will be put
Medical record review of the resident's weights b, .
revealed the following: _Into phace: T
1/4/17: 176.8 pounds ([bs)
15M17: 1768 thg
1WTM7 179.4 Ibg
1/23117: 159 bs (17.8 b [10%] loss In 19 days)
125/17: 158 1bs (1B.8 Ib [10.6%] loss in 21 days)
Interview with the MDS ¢cordinator on 1424117 at
217 PM, in the MDS offics, confirmead Resident
#114's MDS & day and 14 day assessments were
PORM CMS-2667(02-99) Plovious Varsions Obzalela Fvenl (- Br191{ Fasllity ID, TNB210 it contiReation shesi Page Sof 16
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DEPARTMENT OF HEALTH AND HUMAN SERVICES P ORN aracrrz017
BN

C OR MEDICARE & MEDICAID SE CES
STAYEMENT OF DEFIGIENCIES (KT} PROVIDER/BUPPLIERICYIA £¢2) MULTIPLT BONSTRUETION
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILUING
(:) 245481 ' B, WiNG — 0U2BI2047
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP GODE
100 NETHERLAND LANE
ASBURY PLACE AT KINGSPORT KINGSFORY, TN 37650
(X4} ID. SUMMARY BYATEMENT OF DEIRIENCIES n FRUVIDER'E FLAN OF GORRECTION *8)
PREFIX (EACH OEFICIENCY MUST BE FRECEDED BY FULL PREMX (EACH CORRECTIVE AGTION BHOLLE BE COMPLETION
e REGULATORY OR L8C IENTIFVING INFORMATION) 4G CROSS-REFPRENGER TO THE APFROPRIATE DATE
DEFICIENCY}
F 273 Continued From page 6 radfatizisy DON or designee will audit on :
not completed. Continued interview confirmed F’" T weekly basis residents receiving .
“..Ne, I haven't done it yet...” nebulized medications to '
Interviow with the Director of Nursing (QON) on ensure assessment and
1/28/17 at 3:22 PM, in the private dining, education has baen complated.
confimed if the favilty had complated the MDS as - Kiv x4 and
scheduled, the severe weight loss loss would Audits will be weekly x
have been idenlified prior to 1/25/17. monthly x 2. Results will be
Medical record review revealed Residant #145 reportad to Quality
cal record review rev esidan
was adivitted to the facility on 1/7/7 with Assurance/Performance
diagnoses including Acute on Chranie Diastolic Improvement Committee
Congestive Heart Failure, Stage 4 Rena! Failura, ‘ monthly,
Acule Urinary Retention, Acufe an Chronic et
Respiratory Failure with Hypoxig, Bitatarsl
- Pneumonia, Panxysmal Atrial-Fibriliation, R
{_) " |Hyperiension, Dementa, and Sacrel Wewnd. Ercaa F273
' RS S
Medical racord review revealed there was not g 5 ’ ; .
day MDS assessment (due 1/12/17) or 2 14 day . What corrective actionfs) will
MDS assessment (due 1/21/17) available in the be accomplished for those
medical record. . residents found to have been
inberview with the MDS coordinalar on 124417 at affected by the deficient
3:24 PM, in the MDS office, canfirmed fhe 5 day practice:
and the 14 day MDS assessment for Regident
#145 was not completed. Further interviéw - MDS assessments completed by
confirmed ®...I'm behind... the MDS Coordinator for
_ residents #114 and #145 on
See Fu26 1-24-17.
F 325 483.25(g)(1)(3) MAINTAIN NUTRITION STATUS | -ges o
§8=G | UNLESS UNAVOIDABLE
(9} Assisted nutrition and hydration. '
(Includes naso-gastric and gastrostomy tubes,
both perititaneous endoscopic gagtrostomy and
parcutaneous endoscopic jejunostomy, and
FORM cms:zssﬂaznn} Previous Verslons Ovsalete ' Event [D:e74241 Failily 10: TMB21Q If continieation sheet Pagn & of 16
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REPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR

PRINTED; 02/07/2017
FORMAPPROVED

{1) Maintaing acceptable parameters of nutritional
status, such as usuel kody weight or desiraile
hady weight range and alseirolyte balance, unless
the resident's clinical condition demonsimtes that
this is not possible or resident preferences
indicate otherwise;

{3} s offered a therapeulic diat when there is 2

nutritionzl problem and the heatth care provider

orders 3 therapeutic diet, _

ghis REQUIREMENT Is not met as evidenced
-

Based on review of facility policy, medicaf record
ratiew, obsarvation, and interview, the facility
failed to identify and implement infesventions for a
signlficant weight foss for 1 resident (21 14 of 3
residents reviewed for nutrition, of 46 sampled
residents reviewed. The faclity's fallure to identify
and implament interventions rasulted in an 18.8
pound (10.6%) weight lass in 21 days (hgrm) for
Residant #114.

The findings included:

Review of facillty poficy Weight Management last
revised on 11117 revealed ~...the interdisciplingry
Team [IDT] will coordinate carefully to ensurs
proper weight management for alf residents...[1]
each regident wilt be weighad upon admission,
the following 2 daya, than weekly or monthly as
directed by.the IDT in coordination with tire
physician...[2] the waights will be documonted in
the medical record and periodically reviewad by
the IDT...[3] each regldent's care plan wil
address significant welght changes.._[4] any

STATEMENT OF DEFICIENCIES 1y PROVID) .
AND PLAN OF CORRECTION o: )lnsmﬁﬁgﬁpﬁfﬁ% ji‘i,’,j‘,f;ﬂ‘;w CONSTRUCTION
ﬁf? '
446441 B. WING - —- 01/25{2017
NAME OF PROVIDER OR SUPPLIER S‘l‘REETADDHS, GITY, STATE, ziP 60DE
ASBURY PLACE AT KINGSPORT 700 NETHERLAND LANE
\ KINGBPORT, TN 87680
#4) ID BUMMARY STATEMENT QF DEFISIENGIES 1) PROVIDER'S PLAN OF CORRECTION
PREFIX (EAGH DEFIGIENCY MUST BE FRECEOED BY FutL PRFFIX {EAGH CORRECTIVE ACTION SHOULD BE contEroN
e REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE PAIE
. DCFICIENGY}
F 825 [ Continued From page 8 =395 How you will identify other
enteral Illulds). Based on a resident's ToaR residents having the potential
camprenansive assessment, e faollity must "
ensure that a resident- . to !’e affected by the same
) deficient practice and what

corrective action will be taken:

MDS assessment report
reviewed for all residents on
1-25-17 by MDS coordinator
with ongoing daily review. NHA
reviewed the MBS assessiment -
report on 2-14-17 and ‘
confirmed all MDS completed.
All MDS assessments are
current as of 2-17-17.

LN N

What measures will be putin
to place or what systemic
changes will you make to
ensure that the deficient
practice does notrecur:

The NHA or designee wiil
review the MDS Schadule
weekiy o assure that all MDS’
are completed in a timely
maaner.

FORM CMB-2667(02-00) Provioun Varsitms Obsolaty

A
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Event ID:B871317
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PRINTED; 02/07/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICA! E MB a ¥
STATEMENT OF DEFICIENGES 1) EROVI PP '
AN LA CORRECTION. &) IDENHEE!RAI%gN r‘&ﬁ}é%%n Eﬂf&g’;ﬁ CONSTRUCTION mgﬁﬁifé%‘ffr
:) 445481 B. WING . . 0125312017
NAME OF PROVIDER OR SUPPLIER STHUET AUDREES, CITY, STATE, Z)P GODE o
100 NETHERLANMD LANE
ASBUR?( PLACE AT KINGSPORT KINGSEQRT, TN 27660
(X4} 10 SUMMARY STATENMENT OF DEFIGIENGIES b PROVIDER'S PLAN OF CORREGTIGN e
FREFN [RACH HEFICIENGY MUST BE FRECEDED BY FLILL PREFIX {LAGH CORRECYIVE ACTION SHOULD DE COMFLETION
TAG REGULATORY OR LSCG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED () THE AFPROPRIATE DATE
. DEFICIENGY)
F 326 | Continued From page 7 Feaos Policy and procedure for MDS
significant weight change will be addressed by rm 32 assessrment reviewed., MDS
g;% ;D',‘l" 1o include the Registered Dietician coordinator has bean
. reeducated on schedule and
Medical record review tevealad Resldent #4114 i by th t
was admitled to the faciity on 1417 vith reduirements b the corporate
diagnoses incleding Pneumonia, Clostidium Director of Quality Assurance
difficila, Cot’hﬁs. Hypertension, c:;%niﬁue on 2/15/17. Documentation of
Impatment, Hypertipjdemia, and Percutanecus b i b :
Endoscoplc Gastrostory (PEG fube- tube the training is h_emg maintained
surgically placed in the stomach to provide at the community.
nutrition when orel intake (s not adequate). .
Mot L : . . How the corrective action(s)
mﬁgﬁ;ﬁ:g{:&ﬁ; of the resident's weights will be monitored to ensure
“174117: 176.8 pounds {(bs) the deficient practice will not
g UGHT: 176.8 Ihs : .e. what quali
O 717 1754 bs recur; Le. what quality
12317: 158 Ibs (17.8 b [10%] loss in 19 days) assurance program will he put
1425117 188 Ibs (18.8 1b [10.6%] loss in 21 days) . into plaee:
Medical record review of a Nurse's Note dated MDS sched rt will be
114117 at 5:45 PM fevealed *,.has 3 PEG tuhe, > sehecule report wi
plaed yastarday...tube feadings continuously, reviewed weekly x 12 weeks by
énd advallglcing siowly to 75 colhr...waight 176.8 the MHA or designea. Resulis
ptungs... wili be reported to Quality
Medical record review of the resident's Gare Plan Assurance/Performahce
dated 1/4/17 revealad *._keep head of bed improvement Committee
elevated.., provide entera feedings as montht
arderad...dietary consult a8 needed,* v-
Medical recerd review of the Physicans
Recapulation vrders datad January 2017,
revealed “..:Dief: tube feeding...at 30 co-[cubic
centimeters)/hr [per howd...continuous starting
1/5117...welgh resjdent: every one day for three
days starting 1/5717...°
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F 326 | Continued From page 8 F 325 F325
Medical record review of a Physician's progress
tote dated 1/6/17 revealed *,..recently What corrective action(s) will
haspitalized with sepsis, dehydration, zind b lished for those
fespiratory faiture with hypoxlg...while in the & accomphished To
hnspti&al he was not eating or taking adequate residents found to have been
nukrition or fluids so 2 PEG tube was inserted for 4
nubsitional support..” affect-ed by the deficient
pral:t(ce:
Medical record review of a Nulritiongt
Asg?stmrlldem c;,ated 1617, Iwitl't no lime, revealed Resident # 114 identified with
"..diet ordes: Pures...gupplements: none; maal : ; n
intalke; 6% tocay rit [related to] being outof it weight loss. Weight continues
Further! review revesled "...hoight 727 to fluctuate: 1/30/17 - 158.4
[inches]...waight 177 pounds...IBW [Ideal Body . ~ .
Weight]: 178 bs...chewing/swallowing diffiulty pounds; 2/6/17 - 164.8 pounds;
yes, PEG tube...” Further review roveated " tuhe 2/13/17 - 153.2; and 2/15/17 -
(ﬁ Eaei!lllii;ng order: {tube fetgdairag] ?ﬁ 76 mithr 154.0 pounds. Physician
- millilitere per hour] wi mithr flush..." Further i
review revealed "...pt, [pationt] at TF [fube : ontacted on 1/26/ 17 with no
feeding) goal folerating wall. Cument TF providing _*new orders at that time,
ﬁaghof elg:lmgted n?,edgég ﬁ';“?ﬁt? 1\:urounltdh - Physician visited with resident
ealing. Pt alsp on Pur &t, but hasn't haen .
alert enough to eat today, Altered &1 “on 2/15/17. New nutritional ,
[gastraintestinal] function 1t sdvanced age also interventions ordered at that
pureed diet, need for TF..." Further roview i i nted,
revesled " recommend gontinue fube feeding] Hime and implemented.
al 76 mUhr with 30 m! water flush, Wil follow to
se@ if intake-of purged diet is sufficient to
supplement TF intake,. "
Medical record review of 2 Nursez Note dated
110M7 at 6:40 AM revealed *.__abdomen soft and
non-ender.,. T/F ongoing as ordered. Tuba
feeding placement checked by auscuttation,..n
[na] residual noted..."
Medical record review of a Physician's Office Visit
Note dated /11717 &t 12:24 PM, revealed *...seen
today per nursing request. Patient is currently on
FORM CMS-2507(02-85) Pitsvious Vorsions Obgelalo Evem ID; 81134 Faeliy iD: THE210 If continvation sheat Paga @of 16
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TAL: REQULATORY OR LBt IDENTIFYING INFORMATION) TAG GRO&B-HEFERE}I}\IEFEII“.; %g QT;-I}E APPROPRIATE DATE
How yau wiil identify other
F 326 | Continuad From page 8 F.325/  residents having the potential
Vannomycin [ﬂl"lﬁbilflﬁﬁ] for C.Difi [ClOslndiurn to he affected by the same
difficife infectan causing diarrheal...recently d . v h
hospitalized with sepsis, dehydration, respiratory eficlent practice and what
failure with hypoxia, PNA [oneurmoriia], and corrective action will be taken:
mental status changes..." Further review revealad
H H -
...physical exam: general, well developad, well Th ht | iewed
nourished, alert and frail...abdomen: nomal ¢ welg o.g was rev:e!:ﬂ.re
bowel sounds, non-tender, no abdominal 1ass on 2-16-17 to identify residents
palpated, soft PE“G tube in place..." Further triggering for physician
;z:;ei‘:g?"famd .,_.diet. puree and tube notification and nutritional

- interventions implernented as
Medical record review of the Interdiscplinary indicated,
Team (IDT) report dated /11447 revealad the

resident's fube feedings and welghts was nol What measures will be put in

_ discussged.
( ) to place or what systemic
: Medical racord review of a Nurses Note dated ch il k
118H7 8 10:10 AM revealed .. feeding via peg o mae to
ube pump at 75 cofhr, cheek for residys), " ensure that the deficient
practice does not recur:
Medical record seview of a Murses Note dated
1917 at 11:94 PV reveated .. T/F ftube ' Policy and procedure for
feeding] placement chetked by auscultation with : L eyandp .ce =t .
0 residual noted, T/F running as ordered, " significant weight loss reviewed
2|4 I” Weight report is
- { Medical record review of & Speech Therapy (ST) - '
| note daled 1/16/17 at 6:32 PM revesled ", patient reviewed weekly by the
seen wilth continuous feeds fumed off to promote Registered Dietitian to ensure
appetite...tolerated pures and NTL [nectar thick that the nutritional Plan of Care

fiquids] with no avert sfs {signg ano symptoms] of

aspiration, fatigue, or respiratory decline...” meets resident’s needs. RNs

and LPNs have been educated

Medical record revigw of the IDT report dated regarding policy and procedure
1118/17 reveated the resident was nat discugsed for sip ificant weieht los
in the meeting related to the tube feedings ar or signricant weight loss,
weights. Training documentation is
- being maintained at the
Medical reeord review of 4 Speech Therapy note community
FORM GHMS-2562(02.96) Previous Versions Obgolale T Event I0:871311 Feglthy1 . n shest Page 10 of'-rs
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dated 1/20/47 at 4:36 PM reveslsg “._.patient

and tolerated puree diet with no avart 2/s of
aspiration...ate approximately 50% of maal,
Patient's daughter called from out of
town...discussed plan for.., bolus feeds vs,
sontinuous feeding.,.”

Medical record review of a Nurses Note datet
1/23/17 gt 11:29 PM ravealed "...patient does
have TF runuing as ordered. 0 restdus| noted

CGbservation on 1/26/17 at 12:30 PM, in the

Interview with the Registerad Dietition {R} on
172517 at 12:44 PM, at the Nurseg Station,
revealed “.,the resident is on continuous tube

but he is aut of the huilding now at a dogtor's
&ppointment..."

Station, revealed "...we have weekly IDT
maeetings and discuss residents with weight
loss...we had not discussed this resident for
weight loge..."

avaluation | wanted fo make sure the resigent
was stable and I was net 100% sure what the

aigreed to sit upright for mest._.pationt than aat up

aspiration, Placement checked by ausciitation_.

resident's ropm, revealed the residant was lying
on the bad and the tube feading was turned off,

feedings at 78 ralihr...we have advanged him to a
puree diet 2nd 87 said he was only sating 26% of
his meal,..his weight on 172917 was 159 pounds
which is a severe weight loss...] would normally
ask for a re-weigh if 1 saw this drastic weight loss

Intetview with Licensed Pfacttcal Nurse (LPN)#3
ON 1225117 at 2:30 PM, 4t the Magnalia Nuree's

Intarview with the RD on 142517 at 2:35 P, In
the conference room, revaaled “...during my firat

will be monitored to ensure
the deficient practice will not
recur; i.e. what quality
assurance program will be put
into place:

Weekly weight report will be
reviewed by DON or designee
to identify significant weight
losses. Audit will be conducted
by the DON or designee to
determine that interventions
are in place to meet the
resident’s needs. Significant
_weight changes wili be
discussed in the
Interdisciplinary Nutrition at
Risk Meeting weekly. Results
will be reported to Quality
. Assurance/Performanca
Improvement Committee
monthly.
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F 325

Continued From page 11

resident nueded as far as supplemental feedings
[versug] continuous fagdings...) wanted to
eatablish a basetine for the resident.. " Furiher
interview revealed “...my understanding was the
tube feedings Wera beingy stoppad prior to meals
fo see if the pafient could eat and untit the ST saw
the patient, ..l was made awara of this [the tubs
feedings keing slopped for meals] last wesk..."
Further interview reveated "] sgked for a
ra-weigh an 1/6/17 but | was never told if the
weight was done of what the walght was... did
not write for the tube feedings to be hald, # may
have been the 8T...) am not sure how tong thia
had been going on...” Further intervigw revealad
“...his weight on 1723/17 was 159 pounds and
revialed a severe weight loss...t dig ot 2es the
welght unti) today..." Continued interview revealed
"...the IDT mests weekly but | do not remembay
discussing {he patient related to waight ioss or
tube feedings...the waight on 11817 would have
certainly esiabiished a baseline for any weight
logs..."

Telephone Interview with the resident's physician
on 1/25/17 at 3:10 PM revesled °._this iz the firsl |
hava heard akiout this weight loss...the facility had
told me back some time ago he had some weight
loss but not this acute l0ss...” Further interview
revealed “...he has dementia and had some
infections which were baing treated with
antibiotics...he has a PEG tuba with fube feedings
orderad...the RD and ST have been following
him...” Continued interview revealad ™...I do have
input related to the tube fesdings...we ware trying
to get him to 76 cofhr and add & puree diet to see
I e could eat...”

Interview with the irector of Nuraing on 112517
at 3:22 F'M, in the private dinfng room, revaalaq

F 325
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c
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o | SUNMARY STATEMENT OF DEFICIENCIES iD PROVIDER'® FLAN GF CORRECTION (x5
PHF!FIK [EACH DEFICIENGY MUST BE PRECEDED BY FuLt PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLET(ON
TAL REGULATORY QR LSC IDENTIFYING INFORMATIGN) TAQ CROSS-REFERENGED TO THI! APEROPRIATE bAlE
REFICIENGY)
F 328 | Continued From page 12 TR
"...| was noi made aware of the tube feeding
being stoppad prior to mieals until today...If | had
known this I would have certainly evaluated the
situntion more closaly to see what neaded to be
done...” Further interview revesied "...if the tubs
feedings were keing held at any fime there should
be documentation by the ST, the RD), and the
nurses felated to when the fasdings wers
stopped, why they were stopped, when they were
started back, but thera is no dosumentation,.
Further interview revealed “wapparenty the ST
had asked the feedings ta be stopped prior ta
meals to see how much residual was in the tube
feedings...the nurses note indicated no
residual..." Further interviaw revaaled .| do not Fa41
- rememper the weigits for the resident being , .
‘a_,) difcu&&ehc‘igln ﬁ:e IDT...the RD is Instrumentat in What corrective action(s) wilt
addressing welght loss...” Gontinued interview ¢
revealed “..l was not aware the RD had asked be ?mmpnsmd for those
for 2 re-welgh on 1/16/17..." Further interview . residents found to have heen
confirmed the tube feedings wers withheld affected by the deficient
without & physician’s arder, the welght of 159 ractice:
pounds (11758 pound loss) ot? 1!23;;1? was not P :
addressed by the facility unlit 4/2517, and . .
confirmed the facility failed 1o identify and Restdent #80 remins free of
impl%ment lnte:zenﬁons. for a resldent with signs and symptoms of
significant waight loss, . . t adversel !
F 441483 80(a)(1)(2)(4)()() INFECTION CONTROL, | Fa44q| . ifectionand wasnotadversely
s8=D | PREVENT SPREAD, LINENS . affected by the handwashing
. . practice. LPN#2 has been
{a) Infection prevention and control program. reeducated on the hand
The facility must establish an infection prevention washing and glove use dusing
and control program {IPGP) that must include, at medication administration,
a minimum, the following elaments: Dacumentation of the training
(1) Azystem for preventing, idenfifying, reporting, is being maintained at the
investigating, and eontralling infactions and community.
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SUMMARY STAYENMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION
i (EACH DEFICEENGY MUSY BE PRECEDED DY FULL PREFIX (EACH CORRECTIVE ACTION o b BE. | o oon
TAG REGULATORY OR L4C IDENTI-YING INFORMATION) TAG cnos&maggﬂ;g}mnmmmmm DATR
F 441 COntinusd l-;r::r:rpage 13fo 8 rosidents. <t F 441 How yau will identify other
communicabla disesses for all residents, skaff, . N .
volunieers, visitors, and other individuzls residents having the potential
providing services under contlalctual to be affected by the same
arrangement based upan the facility assessment deficlent practice and wha
eanducted accordlng to §483.70(e) and following . pracuice af' wehat i
accepled nafional standarde (facility assessment corrective action will be taken:
implementation is Phaze 2); )
Resident number 80 resides on
(2) Written standards, policies, and procedures all. #
for tha pragram, which must include, but are not Magrolia hall. LPN #2 works on
timited to: Magnolia hall. 2-17-17 FbB
() A system of ’ 0 deslaned to dentiy . Report in Vision pulled for anti-
1} AsYaem of surveillance design niti . . . L
possible communicable diseases or infactions infective medications ordered
befora they can spread to other parsons in the for Magnolia hall from the date
) facility; the error was made plus three
% ioti
- (fi) When and to whom possibla Incidents of days No antibiotics were
communicable disease ar infections should be ordered for residents residing
reported; “on the hall that the error was
(iii) Standard and transmission-based pracautions made. Residents on Magnolia
to ba fallowad {o prevent spread of infactions; were not atversely affected by
(iv) When and how isolation should b used for a the handwashing practice.
resident; including but not Jimited 10:
(A} The type and duration of the Isolation,
deperxling upon the infectious agent or urganism
involved, and -
(B) A requirement that ihe isolation should be the
least reslrictive possible for the resident under the
circumstances,
(v) The eircumstancas under which the faciity
raust prohilbit employess with a communicable
disease or infacted skin {esions from direct
contact with residents or thelr food, If direct
FURM CM3-2587(07-99) Previous Visions Obsalele Evort ID; 871211 Facllty [D: TNE210 if continuation sheet Page 14 of 16
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{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIGER'S PLAN OF CORREGTION )
PREFIX (EACH DERIGIENGY MUST BE PRECEDED BY FULL ~ * PREFIX {EACH GORRECTIVE ARTION SHOULD BE COMALCTION
TAG REGUIATORY OR L&C IDENTIEVING INFORMATION) e cr{ozansrsaeggﬁg] 'Eo Hg%nappmm It
F 441 | Gontinued From page 14 F 441 . '
contact will transmit tha disease: and What measures will be put in
. to place or what systemic
(v1) The_hand hygiene praeegures to be followed changes will you make to
by staff involved in direct rasident contact. ensure that the deficient
{4) A system for recording incldents identified practice does not recur:
under the facility's IPCF and the corrective '
actions taken by the facility. Hand washing/glove use during
(e) Lineng. Personnel must handie, store, Wedication administration
pracess, and fransport finens 2o as to prevent the policies reviewed and updated.
spread of infaction. : DON or designee educated RNs
{f) Annual review. The facility will conduct an and LPNs regarding hand
annual review of ifs IPCP and update their washing and glove use d uring
pIQgram; as nacessary. o e
) | This REQUIREMENT i not met as evidenced redication administration.
<. by Documentation of the training
Based on review of facility policy, obsejvation, is being maintai
and interview, the facility failed to follaw standard > '€I0E maintained at the
infaction contro) guldelines for hand hygiene cammunity.
during medication administration for 1 Resident R —
(#80) of & residents ohserved of 45 residents
sampled.
The findings included:
Review of facility policy Handwashing dated
1ANT revaaled “...51l parsannal will follow the
handwashing pracedure to prevent the spread of ’
infestion and disease to other perzonnel,
ragldants, and visitors__" Further review rovealed
"...wash hands before and after eagh resident
confact...before and afler using proteciive
equipment used in Stangard
Precautions...whenever doubt of contamination..
Further review ravealed "...using gloves does not
replace handwashing/hand hygiene..."
FORM CAS-2667(02-95) Frevihous Verslons Obsolele i EvanliD:e713M Fecily 1D TNE21D ° ifcantinugtion sheet Paga 18 of 16
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Xe)io BUMMARY STATEMIENT OF DEFICIENCIES U PROVIDER'S PLAN OF CORRECTION 1x5)
PREFIX {EACH DEFICIENCY WUST BE PRECEDED BY FULL, PREFIX {EAGH CORRECTIVEAGTION SHOULD BE QOMBLETION
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BEFIGIENSY)
F 441 | Continued From page 15 F 449 eI
Observation of Licensed Practisal Nurse (LPN) How the corrective action(s
#2 on 125/17 at 8:25 AM, during a medication _will be monitored to ensure
adminigtration on the Magnolla Hallway, revealed the deficient practice will not
the nurse donned glaves prior to administering i hat quality
medications to a resident. Further obsevation recur; 1.e. what quali
revealed the nurse dropped a medieatian pill on assurance program will be put -
the floor, in the resdlent's room, picked the . az ’ )
medieation up from thla floor ard placed the nto place Q)ﬂ 7
redication on the table. Gontinued ohervation . .
revealed the nuree administered 2 Subsutanasusa DON or designee will perform
!njectiqns fo the resident, withaut changing gloves random hand washing
or santizing the hands. observations of RNs and LPNs
Interview with LN #2 on 1/26M7 at 8:30 AM, on during medication
ﬂ'lill:ﬁaﬂnolia Hallway, confirmed the nwrse failed administration with a minimum
. to change the gloves and eanitize the hands after v
O picking up & medication from the Hoor and prior to of 3 per week x 4 weeks, then
adminlstaring an Injection te the patient, per waek X 4 weeks. Results
ill be reported to Quality
Intarviaw with the Diregtor of Nursing (DON} on M P Perf
1725117 ut 9:30 AN, in the private dining room, Assurance/Pe ormance
confirmed the fawility failed to follow the facilily Improvement Committee
policy for handwashing, monthly.
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